One hundred and thirty six healthy white females within 30 months oftheirlast menstrual period (mean age 52 years) were examined to determine the usefulness of a risk factor questionnaire in predicting bone density and subsequent loss. Bone density was assessed at baseline and at 12 monthly intervals. None of the proposed risk factor variables with the exception of nuiliparity correlated with the baseline spinal or femoral bone density. As with a mean age of 52 years. All women had a natural menopause, intact ovaries, and had not used postmenopausal oestrogens. A risk factor questionnaire for white women was devised before the study which categorised women into two groups for each potential risk factor and included 12 simple questions believed to have strong associations with low bone density. In addition, a risk factor score was calculated before the study from a summation of these 12 factors. Those regarded as at high risk had a score of 3 or more on this scale. A dietary calcium questionnaire which had been previously validated was used to assess current and past (10 years ago) calcium intake.3 Bone density expressed as grams hydroxyapatite/cm2 (gHA/cm2) was determined at two sites, the proximal femur and the lumbar spine (L2-L4), using a Novo-BMC Lab 22a dual photon absorptiometer with a reproducibility in our hands of less than 0-8% for the spine and 1-6% for the femur.4 Three consecutive measurements at 0, 12, and 24 months were obtained for 103 women at the spine and 89 at the femur. For each risk factor variable the mean baseline bone density of the groups was compared by Student's t test and when one of the groups was small (less than 20 subjects), by the non-parametric Mann Whitney U test. Single and multiple regression (with SPSS software) was used to examine the relations between the variables.
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Results
The only significant distinguishing factor for baseline spinal bone density was nulliparity (mean bone density of the seven nulliparous women was 0-71 compared with 0-80 for parous women) (table). Although there was considerable variation the annual rates of bone loss were 2-1 and 1-3% for the spine and femur respectively. None of the risk factors was significantly associated with the bone density of the femur. No difference was noted for baseline bone density of the spine or femur for women when women with 'high' risk scores were compared with those with 'low' scores. No significant correlation was obtained for any of the risk factor variables after adjustment using multiple regression. The only individual risk factor that correlated with percentage annual bone loss at the spine was alcohol consumption greater or equal to 4 units/day (p=002). No correlation was found between current or past levels of calcium intake and the bone density of the spine or femur (r=-0 01; r=-0 02) nor with subsequent bone loss (r=-0-13; r=-0-11). When all the risk factor variables were entered into a 9 The only other study to look at bone loss after the menopause found none of the risk factors to be of value in the prediction of bone density at the wrist 12 years later.'0
In conclusion, in a study of healthy women soon after a natural menopause, we have found that risk factor profiles are not a useful substitute for bone density measurement in assessing osteoporotic risk. Measurements of bone density using densitometry techniques remain at present the only practical way of selecting women at risk of osteoporosis. 
